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BEFORE THE ARIZONA STATE VETERINARY MEDICAL. 
EXAMINING BOARD 
IN THE MATTER OF; 


ROWENA D’MONTE, DVM 
HOLDER OF LICENSE No. 3703 


CASE No.,: 22+36 


FINDINGS OF FACT, 
CONCLUSIONS OF LAW 
AND ORDER 

FOR THE PRACTICE OF VETERINARY 
MEDICINE IN THE STATE OF ARIZONA, 


RESPONDENT. 
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The Arizona State Veterinary Medical Examining Board (“Board”) 
considered this matter at its public meeting on May 18, 2022. Rowena D' Monte, 
DVM (“Respondent”) appeared on her own behaif for an Informal Interview 
that was held pursuant fo the authority vested in the Board by A.R.S. § 32- 
2234(A) and was represented by attorney, David Stoll, Esq. Affer due 
consideration of the evidence, the arguments and the applicable law, the 
Board voted to issue the following Findings of Fact, Conclusions of Law and 
Order (“Order”). 

FINDINGS OF FACT 

1. Respondent is the holder of License No. 3703 and is therefore authorized 
to practice the profession of veterinary medicine in the State of Arizona. 

2. In April 2021, a 10-month-old female Shih-Tzu (“Patient”} was spayed and 
had one of her baby teeth removed by Respondent's associate. The 
procedure was sfopped after the Patient's oxygen level became suboptimal. 
After the procedure was aborted, it was noted that the concern regarding 
what occurred was with the anesthetic machine and not with the Patient's 


health. The Patient was discharged later that day and if was recommended 
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that she be rescheduled to have the other deciduous tooth extracted — upper 
leff canine. 

3. On August 18, 2021, the Patient was presented to Respondent to have 
the other deciduous tooth extracted. Complainants expressed their concerns 
regarding their prior visit and possible issues with the anesthesia machine. 
Additionally, the Patient had a previous allergic reaction to the distemper 
parvo vaccine. Complainants did not want the Patient to undergo general 
anesthesia and had discussed alternatives for the tooth extraction. Staff 
reassured Complainants that the Patient would be fine. 

4. Later that day, Complainants received a call from a technical staff 
member stating that Respondent felt if would be better for the Patient to be 
put under general anesthesia for the procedure. Complainants reluctantly 
agreed. Upon exam, Patient had a weight = 10.7 pounds, a temperature = 
102.2 degrees, a heart rate = 160bpm, and a respiration rate = 40rom. All 
systems were evaluated, and the Patient was deemed a surgical candidate. 

5. An lV catheter was placed and the Patient was started on Plasmalyte 
110mL/hr. The Patient was pre-medicated with atropine, hydromorphone and 
midazolam IV; induced with propofol IV; and intubated. Vitamin B12 was 
administered as well. 

6. According to Respondent, while the Patient was being intubated and 
placed on her right side to ensure the left deciduous canine could be 
accessed, staff was applying the monitoring equipment on the Patient. 


Respondent was starting to elevate the tooth while staff was ausculting the 
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Patient. She needed an elevator! that was not on her stand; therefore, she 
walked to the next dental table, five feet away. When Respondent returned, 
she noticed the anesthesia circuit was disconnected from the endotracheal 
tube -— she reattached the Patient and picked up the elevator. When 
Respondent turned back to the Patient, she saw that the reservoir bag was 
inflated too full and taut. She asked if there was a problem with the machine 
and removed the reservoir bag from the machine. At the same time, technical 
staff lost an audible heartbeat, which Respondent confirmed and initiated CPR. 
The pop-off valve? was noted to be closed at that time, staff opened it, and 
began using the safety occlusive valve to offer positive pressure ventilation as 
compressions continued. 

7. Respondent called Complainants to inform them of what had transpired. 
Complainants wanted CPR to continue while they made their way to the 
premises. The Patient was administered emergency medications — epinephrine, 
atropine, naloxone, and flumazenil. 

8. Upon arrival, Complainants were advised that the Patient could not be 
recovered. The office manager advised Complainants that she would 
investigate the matter and get back to them. Subsequently Complainants were 
advised that the pop-off valve was left closed and the Patient did not receive 
oxygen for 2 — 3 minutes. The office manager added that because the Patient 
was under anesthesia, she did not suffer. A necropsy was recommended and 


approved by Compiainants. 


1 An elevator is a dental instrument used during veterinary dental extractions. 
2 A pop-off valve is a safety valve that releases gas into the atmosphere from a 
ventilator circuit when the pressure in the circuit exceeds a known, safe level. 
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9. Complainants had conversations with the office manager regarding the 
loss of the Patient and changes that would occur due to error. Complainants 
expressed concern that Respondent did not call them afterwards to address 
the error that occurred during the procedure on their dog. 

10. The Board concluded that Respondent deviated from the standard of 
care by not ensuring that the anesthetic machine was checked to ensure the 
pop-value was functioning properly prior to performing the surgical procedure. 

11. Since the event occurred, the Responsible Veterinarian for the premises 
advised the Board that the technical staff involved were given written 
corrective action plans and the office repeated its training as it relates to 
anesthetic safety with all technical staff involved in anesthetic events. The 
office also replaced its pop-off valves and atmospheric equalizing systems for 
the scavenger systems. The new valves are designed to release at the pressures 
of 20psi, even if the pop-off valve is inadvertenily left engaged. 

CONCLUSIONS OF LAW 

12. The conduct and circumstances described in the Findings of Fact above, 
constitutes a violation of A.R.S. § 32-2232 (11) Gross negligence’: failure to 
ensure the anesthetic equipment was functioning properly (pop-off valve was 
closed} and staff was supervised, which ultimately led to the death of the 
Patient. 

13. The conduct and circumstances described in the Findings of Fact above, 


constitutes a violation of A.R.S. § 32-2232 (12) as if relates fo A.A.C. R3-11-501 


3 A.R.S. § 32-2201(9) defines “gross negligence” as the treatmeni of a patient or 
practice of veterinary medicine resulting in injury, unnecessary suffering or death 
that was caused by the carelessness, negligence or the disregard of established 
principles or practices. 
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(1) failure to show respect to the animal owner by not speaking with the 
Patient's owners immediately after her passing or anytime thereafter. 
ORDER 

Based upon the foregoing Findings of Fact and Conclusions of Law it is 
ORDERED that Respondent's License, No. 3703 be placed on PROBATION for a 
period of one {1} year, subject to the following terms and conditions that shall 
be completed within the Probationary period. These requirements include ten 
(10) total hours of continuing education (CE) and a civil penalty detailed 
below: 

1. IT IS ORDERED THAT Respondent shall provide written proof satisfactory to 
the Board that she has completed six (6) hours of continuing education (CE); 
hours earned in compliance with this order shall not be used for licensure 
renewal. Respondent shall satisfy these six (6} hours by attending CE in the area 
of anesthesia. Respondent shall submit written verification of attendance to the 
Board for approval. 

2. IT IS ORDERED THAT Respondent shall provide written proof satisfactory to 
the Board that she has completed four (4) hours of continuing education (CE); 
hours earned in compliance with this order shall not be used for licensure 
renewal. Respondent shall satisfy these four (4) hours by attending CE in the 
area of client communication. Respondent shall submit written verification of 
attendance to the Board for approval. 

3. IT IS ORDERED THAT Respondent shall pay a civil penalty of five hundred 
dollars ($500) on or before the end of the Probation period. Civil penalty shall 
be made payable to the Arizona State Veterinary Medical Examining Board 


and is to be paid by cashier's check or money order. 
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4. All continuing education to be completed for this Order shall be pre- 
approved by the Board. Respondent shall submit to the Board a written outline 
regarding how she plans to satisfy the requirements in paragraphs 1 and 2 for its 
approval within sixty (60) days of the effective date of this Order. The outline 
shall include CE course details including, name, provider, date(s), hours of CE to 
be earned, and a brief course summary. 

5. Respondent shall obey all federal, state and local laws/rules governing 
the practice of veterinary medicine in this state. 

6. Respondent shall bear all costs of complying with this Order. 

7. This Order is conclusive evidence of the matters described and may be 
considered by the Board in determining an appropriate sanction in the event a 
subsequent violation occurs. In the event Respondent violates any term of this 
Order, the Board may, after opportunity for Informal Interview or Formal 
Hearing, take any other appropriate disciplinary action authorized by law, 
including suspension or revocation of Respondent's license. 

NOTICE OF APPEAL RIGHTS 

Respondent is hereby notified that she has the right fo request a 
rehearing or review of the Order by filing a motion with the Board's Executive 
Director within 30 days after service of this Order. Service of the Order is 
effective five days after the date of mailing to Respondent. See A.R.S. § 41- 
1092.09. The motion must set forth legally sufficient reasons for granting a 
rehearing or review. A.A.C. R3-11-904. If a motion for rehearing or review is not 
filed, the Board's Order becomes final 35 days after if is mailed to Respondent. 
Respondent is further notified that failure to file a motion for rehearing or review 
has the effect of prohibiting judicial review of the Order, according to A.R.S. 8 


41-1092.09(B) and A.R.S. § 12-904, ef seq. 
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pated ike ZZ cay Qume 2022. 


Arizona State Veterinary Medical Examining Board 


Jim Loughead 


Chairman 
Whitmore, Executive Director 


By: 


Victori 


Original of the foregoing filed this zi day of pre 2022 
with the: 


Arizona State Veterinary 
Medical Examining Board 
1740 W. Adams St., Ste. 4600 
Phoenix, Arizona 85007 


Copy of ine foregoing sent by certified, return receipt mail 
this 27° day of , 2022 to: 


Rowena D'Monte, DVM 
Adaress on file 
Respondent 


this 27" day of Sete 2022 to: 


David Stoll, Esq. 

Beaugureau, Hancock, Stoll and Schwariz, PC 
302 E. Coronado Rd 

Phoenix, Arizona 85004 


oy A Wh rn 


Board Staff 
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